In laparoscopic surgery the errors are unavoidable and require proper acknowledgment to reduce the risk of intraoperative and accurately assess the appropriate therapeutic approach. Fortunately, their frequency is low and cannot overshadow the benefits of laparoscopic surgery.
Bibliographic references
The literature abounds with statistical and specialties of the above complications of laparoscopic surgery. In 1992, Clavien classifies the early post-operatory complications in 4 stages of difficulty [1, 2] .
An important statistic, reference point for many other articles in the field, belongs to a group of specialists at Pennsylvania University. Thus, in 1996, Judy A. Shea and co. (cited by David Anaise) publish a metaanalysis of 78747 laparoscopic cholecystectomies, out of which 1400 required conversion imposed by lesions of the great vessels or of the intestines [3] . In the same year S. Bhoyrul described 629 trocar lesions: 408 cases of lesions of important intra-abdominal vessels and 30 lesions of abdominal wall vessels [4] . In 1999, Ciro Esposito published a severe vascular trocar lesion during surgery for gastro-oesophageal reflux in a little girl [5] . In 2003, Carrasco-Prats described 6 postoperatory haemorrhages in a study of 400 (1,5%) paediatric patients that had suffered laparoscopic appendectomy [6] .
During 1997-2002, Food and Drug Administration (FDA) reported over 1300 trocar incident cases associated with videoendoscopy techniques practiced in the United States, accidents resulting in 30 deaths during surgery. According to statistics, the haemorrhage caused by injuries of the large vessels and sepsis secondary to intestinal lesions, especially when the diagnosis is delayed, are the most serious complications, with the highest probability of death. Most data suggest that the rate of these complications is less than 3% [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] . However, some authors [8, 12, [15] [16] [17] suggest that the first trocar insertion without videocontrol remains the most dangerous aspect related to the time operators in laparoscopic surgery.
In his romanian PhD Thesis from University of Medicine and Pharmacy "Carol Davila" Bucharest, L. Drăghici studied in 2012, the "Risk factors responsible for complications in laparoscopic surgery" on 20772 cases [18] .
Introduction
The complication itself is the consequence of either intraoperative incidents and accidents (recognized or overlooked) or improper laparoscopic technique, all competing inevitably to the emergence of intraoperative inadvertences. Not infrequently we have experienced incidents related to the access into the peritoneal cavity. More than once have we been confronted with haemorrhagic incidents while attempting to gain access into the peritoneal cavity. These incidents appear at the beginning of the surgical procedure, are obvious, have an important psychological impact and can, in some situations, mark the progress of the entire operation. If at the beginning of our laparoscopic experience we used to consider that lesions of parietal vessels raise no particular therapeutic problems, we have presently reconsidered our attitude concerning parietal haemorrhagic incidents in certain patient categories (patients with hepatic chyrhosis, obese patients, haemodialysis patients, etc.).
In order to avoid iatrogenic parietal or visceral lesions, we prefer to insert the first trocar in the "open", Hasson's manner. At the same time, lesions of intraor retroperitoneal vessels (aorta, cava) impose precise recognition and prompt treatment because they pose a vital danger to the patient [19] [20] .
Medical equipment are complex systems in which human error, derived from one or more participants (medical staff, technical staff), could affect their correct operation. Existing statistics show that human error is the origin of 20-90% of cases of malfunction. This leads to the need to include human error in the assessment of the security of a system, for a realistic assessment of the risk to be made [21] . The concept of human error can be defined as an action that exceeds a certain limit of acceptability and is in most cases the result of the unpredictability of human behaviour.
Note the classification of errors: errors caused by lack of proficiency, errors caused by breach of the rules, procedures, protocols and errors generated by knowledge level.
Objectives
Identify evolution trends in complications of laparoscopic surgery, analysing the dynamic of errors occurred in all patients with laparoscopic procedures.
Material and method
The purpose of this work consists in evaluating the tendency of evolution of complications occurred in case of laparoscopic surgeries and the factors that favour their occurrence. As a consequence of the research theme, the desire of obtaining an effective management of postoperative morbidity and decreasing the death rate (now estimated at 1-2% in case of minimally invasive surgery) should be the fundamental concern of any laparoscopic surgery centre. The study aims to answer some relevant questions, such as: o What were the mechanisms behind the occurrence of complications?
o What is the severity of complications in laparoscopic surgery? 46 To meet the objectives it was used a descriptive epidemiological investigation, followed by an analytical epidemiological investigation.
We conducted a retro-prospective analysis based on the laparoscopic experience of the General Surgery Clinic in the Clinical Emergency Hospital "Sf. Ioan" in the last 20 years (1994-2014). The clinic has 3 laparoscopy lines fully equipped, with advanced surgical instruments, with various degrees of wear. We have 2 " High Definition" laparoscopic kits, vascular sealing device (LigaSure) and ultrasonic dissection (Ultrascission).
There were used three statistical data sources: 
Results
In this work, in order to identify the risk factors involved in the appearance of complications.
We recorded 26847 laparoscopic interventions with a total of 427 intra-or postoperative complications that required 160 conversions and 267 reinterventions to resolve inconsistencies (Table 1*).
In laparoscopic surgery, the same as classic, errors are unavoidable and require proper acknowledgment to reduce the risk of intraoperative and accurately assess the appropriate therapeutic 47 approach. The average frequency of occurrence of complications was 15.9 ‰ (15.9 of 1,000 cases) (Chart 1*). o Other causes -100 cases (23,41%);
Discussions
The case analysis allowed us to identify sources of bleeding frequently encountered in practice.
They had their origin at both parietal (trocar holes) level and in various vascular structures of viscera (short gastric vessels, cystic artery, vascular colon pedicles, urogenital, splenic pedicle etc.), parenchymatous organs (liver, spleen, kidneys, adrenal glands, lymph nodes, etc.) or mesenteries (the great omentum, mesentery, round ligaments, gastrosplenic, mezosalpinx etc.). We want to draw attention though to some bleeding sources less frequent in practice, but not unimportant. For example, we have experienced bleeding from the points of attachment of various prosthetics or from the mechanical suture of gastric segments in bariatric operations [20, 22] .
Rarely was post laparoscopy peritonitis a consequence of intracavitary visceral perforation (7,02%), Reinterventions rate in our study (267 reinterventions in 26847 laparoscopic surgeries = 0,99%) is in line with data in the literature. Schick et al. [23] believes that the reduced rate of reinterventions in laparoscopic appendectomy (4.2%) could recommend the method as a technique of training of young specialists. By analogy, we can say that the celioscopic method as a whole is recommended to the new generations of surgeons. 51 We have also considered reintervention according to how they are performed, but not relating them to the total complications, considering that the solving methods largely reflect the maturity of the laparoscopic teams. From the analysis of the distribution of cases with (classical, laparoscopic, endoscopic) reinterventions, we found that: the decision of reintervention must be timely in order not to endanger the patient's life; the celioscopic method was preferred to open surgery, in order to perform certain reinterventions.
Conclusions

